The medial versus the posterior approach in the repair of popliteal artery aneurysms: A multicenter case-matched study  by Kropman, Rogier H.J. et al.
From the Peripheral Vascular Surgery Society
The medial versus the posterior approach in the
repair of popliteal artery aneurysms: A multicenter
case-matched study
Rogier H. J. Kropman, MD,a Hjalmar C. van Santvoort, MD,b Joep Teijink, MD, PhD,c
Henricus D. W. M. van de Pavoordt, MD, PhD,a Henricus J. Belgers, MD,c Frans L. Moll, MD, PhD,b
and Jean-Paul P. M. de Vries, MD, PhD,a Nieuwegein, Utrecht, and Heerlen, The Netherlands
Objectives: This study was conducted to compare the early and mid-term results of the medial and posterior approaches in
the surgical treatment of popliteal artery aneurysms (PAAs).
Methods: From 1992 to 2006 in three hospitals, 110 popliteal aneurysms needed surgical repair by a posterior or a medial
approach. Of 36 aneurysms repaired by the posterior approach, 33 could be case-matched to a medially excluded PAA
according to the criteria of (1) patient age, (2) cardiovascular comorbidity, (3) indication for PAA repair, (4) diameter of
PAA at time of surgical repair, (5) number of distal outflow vessels at time of surgical repair, and (6) type of bypass or
interposition graft (venous or polytetrafluoroethylene).
Results:During the 30-day postoperative period, seven complications (21%) occurred in each group, no patients died, and
no amputations were necessary. Two patients in the posterior group vs none in the medial group (P < .05) needed
thrombectomy because of occlusion of the reconstruction. The mean follow-up was 47 months (range, 2 to 176). In this
period, 13 deaths occurred, but none were related to the previous interventions. The primary patency rates at 6 months
and at 1, 3, and 4 years were 84%, 79%, 66%, and 66% in the posterior group and 96% (P< .05), 93% (P< .05), 76% (P
NS), and 69 % (P  NS) for the medial group, respectively. The secondary patency rates at 6 months, and at 1, 3, and 4
years were 100%, 100%, 100%, and 90% in the posterior group and 96%, 96%, 96%, and 90% in the medial group,
respectively (PNS). Limb salvage rates were 97% for the posterior group and 100% for the medial group (PNS). No
neurologic complications or venous damage was seen in either group. Irrespective of approach, venous reconstructions
resulted in significantly higher patency rates compared with prosthetic reconstructions at the 3-year follow-up (84% vs
67%, P < .01). During follow-up, which included duplex scanning, two patients in the medial group needed renewed
surgical intervention and posterior exclusion because of persistent flow and growth of the native aneurysm.
Conclusion: Early (<1 year) primary patency rates of the medial approach were significantly better than the posterior
approach, possibly because of the limited posterior exposure. However, in the absence of a significant difference in
long-term primary and secondary patency rates between the posterior and medial approach, and considering the
substantial risk of aneurysm growth after medial approach (up to 22%), the posterior approach might be the surgical
method of preference for PAA repair in the long run. (J Vasc Surg 2007;46:24-30.)Even though popliteal artery aneurysm (PAA) is un-
common, with an incidence of 0.1% to 2.8%, it is the second
most frequent location of arterial aneurysms.1-4 An un-
treated PAA will lead to complications within a 5-year
interval in 68% to 74% of patients.1,3,5,6 The main compli-
cations of PAA include distal embolization, thrombosis,
and rupture. Thromboembolic complications carry a high
risk of major amputation (20% to 59%) and even mortality
(up to 11%).7,8 In contrast, elective repair can be performed
with a minimal chance (10%) of long-term limb loss.1,3
PAAs2 cm in diameter in patients with a low surgical risk
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24are generally considered an indication for elective surgical
intervention.2,5
The most common performed surgical technique for
PAA repair is the medial approach with proximal and distal
aneurysm ligation, followed by autologous vein or polytet-
rafluoroethylene (PTFE) bypass grafting. The 5-year pri-
mary patency rates for this technique are 50% to 86%.1,7-12
This technique does not, however, exclude side branches
with their origin in the PAA, which can be responsible for
retrograde perfusion in the ligated aneurysm sac and even-
tually lead to aneurysm enlargement and worse, rup-
ture.13-18 Direct exclusion from an extended medial inci-
sion is technically possible, with transection of the sartorius,
gracilis, semimembranosus, and semitendinosus tendons.
The only structure in the way is the medial head of the
gastrocnemius muscle, which might be rather easy to work
around. Such an extended medial incision allows the entire
popliteal artery to be exposed.
An alternative technique is the posterior approach. This
technique includes a curved incision in the fossa poplitea,
followed by direct opening of the aneurysm sac, interrupt-
ing patent side branches of the genicular arteries, and
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after, retrograde perfusion of the aneurysm sac can no
longer occur. The disadvantages of the posterior approach
might be more dissection-related complications compared
with the medial approach. So far, little is known about the
results of this posterior technique. In a recent, noncon-
trolled case series that reported early and mid-term out-
comes of PAA repair with the posterior approach, the
2-year primary patency rate was 92.2%.19
The aim of this study was to perform the first head-to-
head comparison, to our knowledge, of both the medial
and posterior approach in the treatment of PAA. To mini-
mize selection bias and confounding, a case-matched study
was conducted.
METHODS
All patients admitted for a PAA from January 1992 to
July 2006 at St. AntoniusHospital, Nieuwegein; University
Medical Center, Utrecht; and Atrium Medical Center,
Heerlen, The Netherlands, were identified by a computer
database search using the International Classification of
Diseases code for PAA. The operation records of all patients
were reviewed. Only patients with a posterior or medial
approach for repair of PAA were included in this study. In
all three hospitals, a dorsal approach is only performed if the
popliteal aneurysm does not extend to the proximal bound-
ary of the P1 segment of the popliteal artery. Both ap-
proaches had to be able to be performed in the selected
patients, which excluded aneurysms passing above the
Hunter canal (n  31). This substantial number of aneu-
rysms could not be operated on through a posterior ap-
proach and were operated on through a medial approach.
All computerized medical reports and patient charac-
teristics of the two groups were reviewed to collect variables
for case-matching. The registry review identified 110 PAAs,
of which 74 were repaired through the medial approach,
and 36 were treated by the posterior approach.
Case-matching. Because of the smaller number of
posterior treated PAAs, we tried to match each of these 36
aneurysms with an aneurysm that underwent medial exclu-
sion by ligation just proximally and distally of the PAA, for
the following formerly defined prognostic criteria3,8:
1. patient age  12 years,
2. cardiovascular comorbidity—coronary artery disease,
yes or no,
3. indication for PAA repair—symptomatic acute, symp-
tomatic chronic, or asymptomatic and growth,
4. diameter of PAA  9 mm at time of surgical repair,
5. number of distal outflow vessels at time of first surgical
repair—none, one, two, or three, as measured with
duplex ultrasound imaging, digital subtraction angiog-
raphy, or magnetic resonance arteriography (MRA),
and
6. type of bypass or interposition graft (autologous vein or
PTFE).
In three aneurysms treated by the posterior approach,
case-matching was not possible because two patients had aPAA diameter of 70 mm, and one patient was 90 years
old. These patients were excluded from further analysis.
Surgical technique. The posterior approach includes
a lazy S-shaped incision in the posterior aspect of the knee,
with dissection in between the medial and lateral head of
the gastrocnemius muscle, taking care not to injure the
tibial nerves and popliteal vein. The popliteal artery is
clamped superior and inferior of the PAA, after which the
aneurysm sac is opened with a longitudinal arteriotomy and
mural thrombosis is evacuated. Patent side branches of the
genicular arteries are interrupted, and autologous venous
or PTFE interposition grafting is performed with end-to-
end anastomoses.8,19,20
The medial approach consists of a combined supra-
genicular and infragenicular incision at the medial side of
the leg. The popliteal artery is exposed and ligated distally
and proximally from the PAA, after which end-to-end or
end-to-side autologous venous or PTFE bypass grafting is
performed.21
All patients received 5000 IU of heparin before the
popliteal artery was cross-clamped and 80mg acetylsalicylic
acid (ASA) daily for at least 3 months postoperatively.
Data collection. The following additional preopera-
tive variables were collected for the 66 matched aneurysms:
gender, presence of bilateral PAA, presence of abdominal
aortic aneurysm, symptoms (acute, chronic, or asymptom-
atic), diameter of the PAA, vascular risk factors, type of
preoperative imaging, and the use of preoperative uroki-
nase treatment. Perioperative variables collected were type
of bypass/interposition graft (great saphenous vein, PTFE)
and 30-day complications. Follow-up variables were hemo-
dynamic stenosis or occlusion of the bypass/interposition
graft, renewed symptoms, endovascular or surgical reinter-
ventions, absence or existence of flow in the PAA, major
amputation of the ipsilateral leg, and mortality.
Follow-up. The surveillance program consisted of
postoperative clinical and ultrasonographic or MRA exam-
inations at 1, 6, and 12 months, and yearly thereafter. Graft
patency was assessed, including the native artery proximal
and distal of the anastomoses. In addition, duplex ultra-
sound imaging was used to examine flow in the eliminated
aneurysm sac.
Definitions. Primary patency was defined as uninter-
rupted flow (50% stenosis) in the bypass/interposition
graft with neither an additional procedure performed nor
an intervention to solve disease progression in the adjacent
native vessel. If a minor procedure such as percutaneous
transluminal angioplasty (PTA) was necessary to protect
patency, and the bypass was not occluded, the designation
assisted primary patency was used. Secondary patency was
defined as restoration of graft patency by percutaneous or
surgical intervention because of occlusion or technical
problems with the graft or the anastomoses.22 Acute limb
ischemia was classified according to the acute limb ischemia
classification by Rutherford et al.22
Statistical analysis. Standard descriptive statistics
were used. PAAs that were repaired by the posterior ap-
proach were compared with matched PAAs treated by the
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ondary patency rates after 6 months and 1, 3, and 5 years.
Patency rates were computed using the Kaplan-Meier
method and compared with the log-rank test. Values were
compared by the Student t test, 2 test, and the Fisher exact
test, as appropriate. A two-tailed P  .05 was considered
statistically significant. The analysis was performed using
SAS 8.2 software (SAS Inc, Cary, NC).
RESULTS
Preoperative characteristics. Table I summarizes the
preoperative characteristics of the medial and posterior
groups. Adequate matching was obtained for all designated
criteria. In addition, the groups were similar for incidence
of cerebrovascular accidents, hypertension, hyperlipidemia,
diabetes mellitus, smoking, or concomitant abdominal aor-
tic aneurysm. Only the incidence of contralateral PAA
differed significantly between the groups (48% posterior vs
85% medial, P  .002).
The patients of the 66 case-matched PAAs were a mean
age of 72 years (range, 56 to 85 years) and 94% were men.
Forty-four patients (67%) of the whole cohort had bilateral
PAAs, of which 32 PAAs were not treated because of
asymptomatic aneurysms 20 mm. The remaining con-
tralateral PAAs were treated surgically (n  11) and endo-






Patient total 33 33
Age (years) 65  9 65  10
Abdominal aortic aneurysm 16 (48) 17 (51)
Contralateral PAA 16 (48) 28 (85)†
Vascular risk factors
Coronary heart disease 10 (30) 9 (27)
Cerebrovascular accident 2 (6) 3 (9)
Hypertension 15 (45) 16 (48)
Hyperlipidemia 10 (30) 8 (24)
Diabetes mellitus 4 (12) 3 (9)
Smoking 17 (52) 13 (39)
Symptoms/indication for
intervention
Symptomatic, acute 7 (21) 6 (18)
Symptomatic, chronic 14 (42) 14 (42)
Asymptomatic 12 (36) 13 (39)
Diameter PAA (mm) 32  10 32  10
Operative details
Runoff status (vessels)
0 0 (0) 0 (0)
1 5 (15) 5 (15)
2 12 (36) 12 (36)
3 14 (42) 14 (42)
NA 2 (6) 2 (6)
Venous bypass graft 24 (73) 24 (73)
PTFE bypass graft 9 (27) 9 (27)
PAA, Popliteal artery aneurysm; NA, not available; PTFE, polytetrafluoro-
ethylene.
*Continuous data are presented with the standard deviation; categoric data
are presented as number (%).
†P  .002.vascularly (n  1). A concomitant abdominal aortic aneu-rysm was present in 33 (50%). All PAAs were of
atherosclerotic origin. The mean diameter of the PAAs at
the time of intervention was 32 10 mm (range, 17 to 58
mm). Duplex ultrasonography, computed tomography an-
giography, or MRA were used to confirm the PAA diame-
ters and also to rule out significant thrombus at the planned
proximal and distal anastomosis.
The PAAs were asymptomatic in 25 (38%) of the 66
patients. An indication for surgical intervention in these
patients was yearly growth of10%, with an absolute mean
diameter of 31  8 mm. Another 15 patients (23%) pre-
sented with disabling intermittent claudication (8 in the
posterior group, 7 in the medial group; P  NS), and 13
patients (20%) had local compression symptoms caused by
the aneurysm (6 in the posterior group, 7 in the medial
group; P  NS). One patient presented with a ruptured
PAA, 13 had acute symptomatic PAAs (7 posterior, 6
medial, P  NS), 12 patients (7 posterior, 5 medial)
presented with critical ischemia due to thromboembolic
complications.
A digital subtraction angiography was performed in the
12 patients with acute ischemia. Before undergoing surgi-
cal repair, four patients had thrombolytic therapy with
urokinase (90,000 IU/h intra-arterial) for a maximum of
72 hours. Thrombolysis was successful in three patients.
One patient showed no clinical or angiographic improve-
ment after 24 hours of thrombolysis and underwent a
thrombectomy and an interposition graft. Urgent opera-
tion was required in the other eight patients (4 in the
posterior group, 4 in the medial group) because of imme-
diately threatening acute limb ischemia that precluded
thrombolytic pretreatment. Before bypass or interposition
grafting, thrombectomy of the crural arteries was per-
formed and outflow from at least one crural artery was
achieved.
Operative details. Autologous vein was the preferred
graft material, with the ipsilateral reversed great saphenous
vein most commonly used in 36 patients. The small saphe-
nous vein was used in 12 patients, and a prosthetic graft was
implanted in the remaining 18 (27%). The medial group
had 24 great saphenous vein reconstructions (73%) and
nine prosthetic reconstructions (27%). In the posterior
group, 12 great saphenous vein reconstructions (37%), 12
small saphenous vein reconstructions (36%), and nine pros-
thetic reconstructions (27%) were performed. The number
of patent crural arteries was one in 15% of the patients, two
in 36%, three in 42%, and was unknown in 6% (Table I).
Perioperative (30 days) results. The 30-day postop-
erative mortality rate was 0% in both groups, and no am-
putation was necessary. Postoperative complications are
summarized in Table II. Seven complications (21%) oc-
curred in both groups. In the posterior group, there were
two occluded venous interposition grafts (successful
thrombectomy in both patients) in the first 24 hours post-
operatively, one compartment syndrome (dermato fas-
ciotomy), one deep wound infection (surgical drainage),
and three superficial wound infections (intravenous antibi-
otics). In the medial group, there were two patients with a
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each with saphenus nerve neuralgia, an infected seroma
(surgical drainage), and postoperative bleeding (re-explo-
ration), and two superficial wound infections (intravenous
antibiotics).
The perioperative 30-day primary patency rate for the
posterior approach was 94% vs 100% in the medial group
(P  .05), and secondary patency rates for both groups
were 100%.
Long-term results. Mean follow-up was 47 months
(range, 2 to 176 months), and no patient was lost to
follow-up. Although 13 deaths (10 in the medial group, 3
in the posterior group) occurred during follow-up, none
were related to the previous interventions.
Posterior group. One patient (3%) underwent a suc-
cessful PTA because of a75% symptomatic stenosis of the
Fig 1. Kaplan-Meier life-table analysis of primary patency after
surgical repair of popliteal artery aneurysms through a medial
(thick line) or posterior approach (thin line) (log-rank, P 
.4187).







No complication 26 (79) 26 (79)
Wound infection 3 (9) 2 (6)
Wound infection, deep 1 (3) 0 (0)
Bleeding 0 (0) 1 (3)
Occlusion 2 (6) 0 (0)*
Fasciotomy 1 (3) 2 (6)
Amputation 0 (0) 0 (0)
Others 0 (0) 2 (6)
*P  .05; P values for the other data are not significant.interposition venous graft. Two patients underwent a per-cutaneous endovascular intervention because of an occlu-
sion of the graft. Both attempted interventions failed, but
because ofmild clinical complaints, no surgical intervention
was indicated. One patient required a renewed interposi-
tion graft because of an infected PTFE interposition graft.
Owing to occlusion and restenosis of the interposition
graft, and despite of two endovascular attempts, a tran-
stibial amputation was necessary. A symptomatic proximal
anastomotic aneurysm developed in another patient and
was repaired with an interposition graft.
Medial group. A successful PTA was performed be-
cause of a 75% symptomatic stenosis of the bypass. Four
endovascular interventions were necessary because of oc-
clusion of the bypasses, and all interventions were initially
successful. During follow-up of those four patients, surgical
revision of the bypass was necessary in two patients due to
reocclusion, another endovascular reintervention was
needed due to restenosis with severe clinical complaints,
and one patient with mild complaints did not need a
reintervention. A symptomatic proximal anastomotic aneu-
rysm was treated with an interposition graft.
Two patients in themedial group showed growth of the
aneurysm during follow-up (after 80 and 120 months)
despite proximal and distal aneurysm ligation. Both PAAs
became symptomatic again; the PAA ruptured in one pa-
tient, and the other presented with local compression
symptoms. Both were successfully treated with a posterior
approach, opening of the PAA, and interrupting of the side
branches.
Kaplan-Meier life-table analyses of primary and second-
ary patency of the medial and posterior groups are shown in
Fig 2. Kaplan-Meier life-table analysis of secondary patency after
surgical repair of popliteal artery aneurysms through a medial
(thick line) or posterior approach (thin line) (log-rank, P 
.9720).Fig 1 and Fig 2. The primary patency rates at 6 months, and
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66% in the posterior group and 96% (P  .05), 93% (P 
.05), 76% (P  NS), and 69% (P  NS) for the medial
group. At 6 months and 1 year, the respective assisted
primary patency rates were 84% and 80% for the posterior
group and 100% and 96% for the medial group (P  .04).
The respective assisted primary patency rates at 3 and 4
years were 80% and 80% for the posterior group and 85%
and 78% for the medial group (P  NS). The secondary
patency rates at 6 months, and 1, 3, and 4 years were,
respectively, 100%, 100%, 100%, and 90% in the posterior
group and 96%, 96%, 96%, and 90% in the medial group
(P  NS). Limb salvage rates were 97% in the posterior
group and 100% in the medial group (PNS). Long-term
(4-year) primary and secondary patency rates of the 44
PAAs that were excluded from this case-matched study
were 68% and 91%, respectively, and were not significantly
different compared with the included PAAs.
The primary patency of autologous venous bypasses
and PTFE grafts is shown in Fig 3. At the 3-year follow-up,
the primary patency rate of the venous bypasses was signif-
icantly better compared with prosthetic grafts (84% vs 67%,
P  .01). This was irrespective of approach (medial group
86% vs 68% and dorsal group 84% vs 65%).
No neurologic complications or problems related to
Fig 3. Kaplan-Meier life-table analysis of primary patency after
surgical repair of popliteal artery aneurysms through a medial or
posterior approach with autologous venous (thin line) or polytet-
rafluoroethylene (PTFE) bypass grafts (thick line) (log-rank, P 
.0196).the deep venous system occurred in either group.DISCUSSION
To our knowledge, this study is the first head-to-head
comparison of the initial and mid-term outcomes of both
the medial and posterior approach in the treatment of
PAAs. According to evidence-based medicine guidelines, a
retrospective case-matched study will yield the highest level
of evidence in the absence of a prospective, randomized
trial.23 Furthermore, the entire medial group was a mixture
of subgroups with varying exclusion techniques; for exam-
ple, the proximal ligation in some patients in the medial
group was not just proximal of the aneurysm but at the
origin of the superficial femoral artery in the groin, some
patients had only proximal ligation and no distal ligation of
the PAA, and some patients were treated by an extended
medial approach with direct exclusion of the PAA. By
mutual agreement with our statisticians, we decided to
case-match PAAs treated by a posterior approach and an-
eurysms repaired by a medial approach with ligation just
proximally and distally from the PAA.
The medial approach with proximal and distal aneu-
rysm ligation is by far the most commonly used surgical
technique for PAA repair.24 It might be preferred by sur-
geons because of its technical ease, safety, and the accessi-
bility of the great saphenous vein through the medial
incision. However, several recent publications have pointed
out that after the medial approach, late aneurysm growth
due to retrograde flow through remaining side-branches of
genicular arteries still can occur. This might lead to me-
chanical complications and sometimes even rupture.13-18
To overcome this problem, some surgeons use the ex-
tended medial approach. By working around the medial
head of the gastrocnemius muscle, direct exclusion of the
PAA will be possible. In our medial group, 15 patients
were treated by use of this technique.
One of the main advantages of the posterior approach,
which has been proposed by several authors,8,19 is the
definitive exclusion of the PAA. This method seems to be
technically more challenging compared with the medial
approach because the tibial nerve and popliteal vein often
densely adhere to large aneurysms, which might limit ex-
posure. Harvesting the great saphenous vein is often chal-
lenging through one posterior incision, which makes diver-
sion to a separate medial incision or to harvest the short
saphenous vein sometimes necessary. PAAs that extend
above the Hunter canal are basically excluded from expo-
sure through a posterior approach.
The present study found no significant differences in
long-term outcomes between the posterior and medial
group in repair of PAAs not passing above the Hunter
canal, in other words, not passing the proximal boundary of
the P1 segment. The groups had similar postoperative
complications and primary, assisted primary, and secondary
patency, and limb salvage rates.
In the posterior group, however, two early (24
hours) occlusions occurred. This led to a significant differ-
ence in primary and assisted primary patency rates between
the two groups perioperatively, at 6 months, and after
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group reaching 6 months without a stenosis or occlusion
had no significant difference in 1-year primary patency (P
.80). Therefore, the likely cause of the significant difference
in 1-year primary patency between the groups was the two
early occlusions in the posterior group. Perhaps the limited
exposure was detrimental and caused these early throm-
botic complications. No anastomotic-related failure could
be found in either patient, however, and no anastomotic
revisions had to be performed. No significant kinking of the
grafts was found during re-exploration on additional an-
giographies with the knee joint90° flexion. After throm-
bectomy, both grafts remained patent during long-term
follow-up without renewed intervention.
No neurologic complications or problems related to
the deep venous system were seen in the posterior or the
medial groups.
In two retrospective studies, Mahmood et al8 and
Martelli et al25 performed an univariate analysis to identify
risk factors for graft failure after PAA repair in which the
posterior or themedial approach was used. As in the present
study, no significant differences for primary patency and
limb salvage between the posterior and medial approach
were observed.
Beseth et al19 reported a 2-year primary patency of
92.2% and a 2-year secondary patency of 95.8% for repair of
PAA through the posterior approach. In our series, primary
patency at 2 years was 66% and secondary patency was
100%. The low primary patency rate in our posterior group
could partly be explained by the two early technical failures.
The 4-year primary patency rate of 69% after the medial
approach in this study is comparable with the 50% to 86%
patency rate reported in literature.1,7-12
According to many authors, the graft material seems to
influence the initial and mid-term results.1,3,7,24,26,27 In
our series, the graft material also influenced the primary
patency at 1, 2, and 3 years. At 3 years, primary patency in
the group treated with autologous venous graft was 84% vs
67% for the PTFE group (P .01). This was irrespective of
the kind of approach. So, contrary to the results in some
studies, venous posterior reconstructions proved to be bet-
ter compared with prosthetic reconstructions. However,
the small number of patients (9 prosthetic reconstructions
in each group) and the retrospective character of this study
have to be taken into account.
As mentioned earlier, a major disadvantage of the me-
dial approach is the risk of remaining patent side branches
of the aneurysm sac. In the present series, two patients in
the medial group showed postoperative flow and aneurysm
growth that required immediate reintervention. The re-
ported incidence of postoperative aneurysm growth after
the medial approach is 22% to 33%, and approximately 50%
is associated with complications.12-18 This seems to justify a
regular yearly follow-up with duplex ultrasound imaging.
Notably, loss of patency after the posterior approach in the
present study occurred 2 years of follow-up in all cases.
This suggests that a follow-up period of 2 years after repair
of a PAA with a posterior approach might be sufficient.Thrombolytic therapy has been widely advocated be-
fore surgical revascularization in patients with occluded
PAAs and acute ischemia; however, the limb must be
capable of withstanding an additional period of ischemia.
Therefore, thrombolytic pretreatment is discouraged in
patients with level IIb acute limb ischemia or irreversible
major tissue changes.22,28,29 In only four studied patients
(33%) with acute ischemia caused by thromboembolic
complications did the level of ischemia allow preoperative
thrombolysis.
If a PAA passes above the Hunter canal, repair with a
medial approach should primarily be performed, as is the
case with PAAs combined with obstructions in the femoral
superfical artery.
The present study has some limitations. Although the
number of patients presented is in line with many published
reports, the sample size is small. It was chosen not to simply
compare the medial group with patients undergoing a
posterior approach, because the aim was to minimize selec-
tion bias and confounding. Consequently, the two groups
were highly comparable. Of course, owing to the retrospec-
tive character of this study, selection bias cannot be com-
pletely ruled out.
CONCLUSION
Themedial approach has better early (1 year) primary
patency rates compared with the posterior approach. Per-
haps the limited exposure is detrimental and caused some of
the early thrombotic complications in the posterior group
that required reintervention. Venous reconstructions will
lead to significantly higher patency rates compared with
prosthetic reconstructions irrespective of the manner of
approach. In the long run, no significant differences in
patency rates between the posterior and medial approach
could be found. Considering the risk of persistent PAA
growth (up to 22%) after distal and proximal ligation, the
posterior approach might be the preferred surgical method
of PAA repair at the end.
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